Little is known about how to promote cost-of-care conversations in health care settings.
I
n light of the increasing financial burden of health care in the United States, there has been a focus on promoting cost-of-care conversations in health care (1) (2) (3) . The Choosing Wisely campaign, launched by Consumer Reports and the American Board of Internal Medicine Foundation, promotes conversations between clinicians and patients to decrease unnecessary tests and treatments. Cost-of-care conversations may allow patients to make better-informed health care decisions. Discussion of costs of care is particularly important in vulnerable populations, in whom unnecessary tests and treatments present substantial avoidable financial burden. Yet, there is a paucity of evidence about costof-care conversations and their effect on decision making and reducing financial burden, particularly in low-income and uninsured populations. Many of the studies that are available focus on conversations about cancer care among insured white populations (2) .
One review reports that the incidence of cost-ofcare conversations varies from 15% to 65% (4) . However, we are unaware of studies that attempt to quantify the frequency of cost-of-care conversations in health care settings that primarily serve low-income, uninsured populations. Literature shows that patients are generally receptive to cost-of-care conversations, especially regarding their individual out-of-pocket costs rather than the costs to insurers or society (5) (6) (7) (8) . Despite receptivity, discussions around out-of-pocket costs rarely happen (9, 10) . Commonly cited barriers include providers' lack of knowledge of actual costs to patients in the context of different insurance plans, the uncertainty of future medical care needs, time constraints, and lack of comfort and skills with discussing financial burden (7, (11) (12) (13) (14) . Important facilitators of cost-of-care conversations identified in one study were a long-term physician-patient relationship and trust (7) . The literature calls for tools that leverage facilitators and address barriers to discussing costs of care (11) (12) (13) .
We are early in learning about the potential outcomes of cost-of-care conversations and how to improve them. A study in cancer care found that simply having cost-of-care conversations was associated with lower patient-reported out-of-pocket costs because of provider referral to an assistance program, advocating for improved coverage, or a change in care plan (6) . Another study integrated price information into the electronic health record and found that providers reported increased ability to engage patients in cost-ofcare conversations (15) . Much of what we know about cost-of-care conversations comes from insured populations, and these conversations may differ in low-income, uninsured populations. We sought to develop and evaluate community-designed messages promoting cost-ofcare conversations in settings serving low-income, primarily uninsured Latino communities in Adams County, Colorado.
METHODS
We developed 3 setting-specific, communitydesigned messaging interventions, in collaboration with 2 health care organizations and 1 community health promotion organization, and evaluated them by using focus groups and cross-sectional, point-of-care surveys ("card studies"). Baseline focus groups and card studies were completed before development of the community-designed messages. Postintervention focus groups and surveys occurred 1 to 2 months after sites implemented the intervention.
Setting and Intervention Development
Three community partners participated in a boot camp translation (BCT) activity to develop communitydesigned messages aimed at improving cost-of-care conversations in health care and health promotion settings. Boot camp translation is a participatory, community-engaged method used to translate medical language into messages that are relevant to a community (16) . In BCT, community members partner with an academic research team to design and disseminate the messages (17) .
The community partners included health clinics and a community-based promotora program, all focused on serving lower-income, under-or uninsured populations, with a high prevalence of individuals who are Latino and Spanish-speaking. Promotoras de salud, also known as promotoras, is the Spanish term for community health workers (18) .
Clinica Colorado is a general, nonprofit community safety-net clinic serving patients of all ages, with 96% of their population lacking insurance and 64% speaking Spanish as a first language. Kids First Health Care is a pediatric community clinic network of several schoolbased health center sites and community clinics serving persons aged birth to 21 years, with 80% of students qualifying for free or reduced lunch, 10% of students classified as homeless, and 57% of students identifying Spanish as their primary language. Three clinics from this network (1 school-based health center and 2 of the community clinics) participated in the intervention and evaluation. Cultivando is a community-based promotora program that promotes general health in the community through community gardening, health promotion classes, and connecting individuals to services, with 80% of program participants living in poverty and speaking Spanish as a first language.
Each organization recruited patients or community members to participate in BCT sessions as community experts to produce the messaging interventions. The pediatric clinic whose BCT group was mostly teenagers created a pamphlet focused on the need for affordable health insurance on entering college, in an attempt to decrease the financial burden of higher education and providing resources for teens to access health insurance information, regardless of immigration status. The group from the community safety-net clinic developed a pamphlet to distribute at the clinic that includes a set of questions for each patient to ask to initiate cost-ofcare conversations. The promotoras developed a wall calendar for the home that contained messages with a focus on empowering health care consumers to ask for information and receive health care services (Supplement 1, available at Annals.org, includes the 3 interventions).
After developing the intervention, the project team partnered with organization representatives to determine how the messages should be incorporated into clinical and community workflow, and providers and staff were trained. Messages were disseminated in the community or clinic from which, and for which, they were developed.
Evaluation
A cross-sectional, point-of-care survey method called a "card study" (19) was combined with focus groups to evaluate patient and provider perceptions of cost-of-care conversations before and after implementation of the community-designed messages. The focus group guide and card study questions were developed by the research team and piloted with the youth advisory group at the high school-based health center. The Figure shows the evaluation methods used in each setting.
Focus Groups
The focus groups gathered perceptions of the prevalence and content of cost-of-care conversations, barriers and facilitators to discussing costs, and the typical experience of patients and community members in paying for health care (Supplement 2, available at Annals.org, provides the focus group facilitator guides). The high school health center served as the representative focus group site for the pediatric community clinic. After the intervention, the focus groups included questions about the intervention.
Baseline focus groups included health care staff in the 2 clinic settings and the promotoras in the community-based organization. Postintervention evaluation included additional focus groups with patients and community members from the pediatric and promotora settings. The partner organizations recruited focus group participants. Inclusion criteria for the baseline provider and community groups were to invite any staff members who may have cost-of-care conversations. For the postintervention groups with patients and community members, inclusion criteria were any patients or community members who received the intervention. The same staff members participated in the pre-and postintervention focus groups, with the exception of a few individuals because of staffing changes at the family community health clinic. All participants were asked their role, but not their age, income status, or country of origin, to maintain anonymity and trust. Focus groups were facilitated by 1 of 2 facilitators.
Detailed notes were taken in English by a single, consistent note taker and confirmed with recordings of the focus groups. All focus groups with Spanish- speaking participants were conducted in both English and Spanish, with simultaneous interpretation provided by a certified interpreter. Qualitative data were analyzed by 5 project team members guided by a grounded theory, inductive approach in which all members independently reviewed focus group transcripts and identified codes to describe comments. The groups were analyzed in total and not individually as patient and providers, because the community organization preferred having one group with both promotoras and community members, which presented an analysis challenge and for concerns regarding saturation if analyzed independently. No codebook was created in advance; each team member developed their own as they worked through the material and identified common themes. The team discussed their individual findings and synthesized codes into the most common repeating themes. Card study data were analyzed by using descriptive frequencies to determine prevalence.
Surveys
The card study collected participants' reports on the occurrence and content of cost-of-care conversations and factors related to understanding of and comfort with cost-of-care conversations (Supplement 3, available at Annals.org, shows the card study instruments). The card study was distributed by clinic staff only to patients who received the intervention.
The study was approved by the Colorado Multiple Institutional Review Board under protocol 16-2564 before commencement of study activities.
Role of the Funding Source
The Robert Wood Johnson Foundation funded this work but had no role in the design or conduct of the study.
RESULTS
The card study was intended to be used by the promotoras, but it was not possible to incorporate surveys into the less formal community promotora educational setting. For example, promotoras might have a conversation about health promotion with a community member at the grocery store or while walking in the neighborhood, and that conversation might include several topics. The survey proved infeasible in this con- The messages and materials on the cost of care at my clinic helped me start a conversation with this patient today (1 = strongly disagree, 10 = strongly agree)* The survey collected information from 107 patient participants at baseline and 111 patients postintervention. These responses were paired with responses from 9 providers at baseline and 11 providers postintervention. A range of health care team members participated in the card study. Table 1 shows characteristics of participating providers and patients.
Aggregate provider and patient/family responses from the card study are presented in Table 2 . Both patients and providers were frequently concerned with payment. At baseline, patients reported concerns with payment almost 20% more often than providers had concerns about their ability to pay. After the intervention, the patients' reported frequency of concerns decreased (53.3% to 38.7%) and providers' perceptions of patient cost concerns did not appear to change (33.6% to 32.4%). Looking at the concordance of the individual pairs of patient and provider responses to better understand the changes (Table 3) , the proportion of patient-provider pairs who both reported no concerns increased after the intervention (37.4% to 51.4%). There was also decrease in instances where the patient reported a payment concern and the provider did not perceive it (29.0% to 16.2%). Overall discordant patient-provider responses about payment concerns decreased from 38.3% at baseline to 26.1% postintervention.
At baseline, patients and providers reported overall cost-of-care discussions at approximately the same rates: 44.4% and 41.0%, respectively. After the intervention, patients reported cost-of-care conversations at a higher rate, increasing to 73.7%. Providers reported cost-of-care conversations at only a slightly higher rate than baseline (44.9%). Thus, as seen in Tables 2 and 3 , whereas the rate of reported conversations appeared to be similar between patients and providers at baseline, a higher discordance appeared postintervention. Looking at the concordance of individual patientprovider responses in Table 3 , the overall rate of discordant responses did not change (29.0% to 29.7%). Within the individual response options, though, the instances where patients reported no cost-of-care conversation but the provider did decreased from 15% to 3.6%, the instances where both patients and providers reported cost-of-care conversations increased overall (22.4% to 36.9%), and the instances where patients reported a cost-of-care conversation and the provider did not also increased (14.0% to 26.1%).
After the intervention, in the quantitative portion of this study, neither patient nor provider comfort with having cost-of-care conversations or understanding of the cost of care appeared to greatly change. The results showed a small increase in both patient comfort with discussing the costs of care and understanding of costs, whereas the providers rated their understanding slightly lower. Patients and providers directly rated the usefulness of the community-designed messaging tools in the card study. Patients in the card study found the messages more helpful for starting a conversation about cost than providers. For those who had a cost-ofcare conversation, though, both patients and providers tended toward satisfaction with the conversation and felt that talking about the cost of care improved the quality of their care that day. Patients were more satisfied with the conversation (mean rating, 7.91 vs. 7.14) and felt that talking about the cost of care improved their care more than providers did (mean rating, 7.76 vs. 6.03 on a Likert scale of 1 to 10, with 1 being "strongly disagree" and 10 being "strongly agree").
Characteristics of focus group participants are shown in Table 4 . Qualitative analysis of the group responses revealed 5 emergent themes about cost-ofcare conversations across the clinic and community settings (Table 5) .
DISCUSSION
This community-based study of cost-of-care conversations in settings that serve low-income, primarily uninsured Latino populations suggests that cost-of-care concerns are common among patients in these settings. The qualitative results also indicate that providers in these settings frequently consider and discuss outof-pocket costs, including incidental costs (such as lost work time for accessing care and child care) and competing costs (such as food, housing, and bills).
Synthesis of the qualitative and quantitative data showed several results. Cost-of-care discussions happen frequently, and the preintervention data suggest that patients may worry about cost more often than providers recognize. Findings suggested that community-designed Community-Designed Messaging to Improve Cost-of-Care Conversations messaging interventions may have favorably influenced cost-of-care conversations, because the patients more often reported occurrence of cost-of-care conversations overall and the proportion of patient-provider pairs reporting a cost-of-care conversation increased in the postintervention period. In addition, the number of patient-provider pairs where there was a discordant identification of patient payment concerns decreased in the postintervention period. Patients reported that the community-designed tools were helpful in initiating costof-care conversations. Provider ratings of the intervention materials were lower than patient ratings. A possible explanation for the more favorable perception of the messaging intervention among patients than among providers is that the messaging intervention was designed by the patients and community members. In the focus groups, providers noted that they would have liked to have been involved in development of the intervention materials. This theory was supported by the fact that the promotoras, who did participate in the messaging intervention design, had a more favorable perception of the intervention than clinic providers, who did not (data not shown). These findings suggest that when a community-designed intervention is to be implemented in a care setting, a possible way to increase its impact may be to engage clinical staff in creating the intervention.
Another point of discussion is the observed difference in perceptions about the occurrence of cost-ofcare conversations between patient and providers. After the intervention, reported occurrence of cost-ofcare conversations increased among patients but increased only slightly among providers. The card study method involves surveys being filled out in a paired fashion by both patient and provider. Given this, one would expect similar reporting by patient and provider. The concordance data show this increase in patientreported conversations was driven by an increase in patient-provider pairs who both reported a cost-of-care conversation, as well as patients who reported a costof-care conversation when the provider did not. The postintervention focus groups helped to provide some possible explanations for this observation. Here, community members, patients, and providers who participated reported more frequent conversations after the intervention. Yet, the clinic providers also reported that Patients, providers, and community members talk about cost of care frequently. The community-designed intervention increased the perceived need for cost conversations and increased incidence of conversations in the promotora de salud program and pediatric community clinic. The intervention did not definitively increase incidence in the general community clinic in this study.
"I didn't know you needed health insurance for college. Now that I know, it's really beneficial. I could have gone on not knowing when I applied." "Now I take the time to ask my doctor if the treatment I am getting can be cheaper." The intervention raised questions that could not always be answered, especially when considering out-of-pocket costs, and was more challenging to translate into the clinic-based setting.
"I couldn't give any clear answers, right? I still couldn't say, 'This is how much it is going to cost you for services.'" "I know as a provider, as I initially saw the handout, that I would have liked to be a part of creating that." "It's been hard to figure out a workflow. Both to have a conversation about the intervention and have a conversation about cost." Key determinants of the quality, type, and frequency of cost conversations in the study population included insurance status, insurance type, and if care would be obtained outside the clinic or community's developed network.
"For me, I'm a DACA [Deferred Action for Childhood Arrivals] student. I don't get any of this. For me, I actually have to go and find an insurance that will actually pay for me, so I can actually go to college. I have to ask colleges, talk to them about it to see if they will accept me without insurance, or if they have an insurance plan. I have to actually go talk to them about it." "I mean, since we have Medicaid, we don't really talk about the cost, because we don't have anything to talk about." "I think patients have more questions when they need to go to a different place-'Why am I going over there, what is this?'" Transparency of cost and services is needed and desired, especially for out-of-pocket costs. Lack of price transparency is a barrier to having and acting on cost conversations. To facilitate this transparent conversation, patients need agency to ask about cost, and providers need to recognize the need and involve someone on the team to help provide the answer.
"Knowing the exact cost when this is raised as being important, is still tough." "I mean, I need to know what I need to pay." "We're talking about the ambulance. Some are free. But you know, not all are free. Hard to know. You have to ask about the cost! A lot of times they don't tell you, you don't know." Social determinants of health play an important role in cost conversations, especially current political issues around health care and immigration status, language, and incidental costs or competing costs that lead to debt. the intervention raised questions about cost that they found challenging, because they did not always have the answers. One possible explanation for the quantitative observations could be that providers simply might not have been aware that they were talking about patient cost concerns. Another explanation could be that some providers may have stated they had not talked about cost if they deemed the conversation unsuccessful. An intervention focused on increasing provider knowledge and self-awareness of cost-of-care conversations may provide an opportunity to improve the frequency and quality of those cost-of-care conversations, and should be considered in future studies. A final observation was that both patients and providers desire greater transparency about both direct (for example, tests and medications) and indirect (for example, transportation and time off from work) costs of care. Both patients and providers voiced a need in focus groups to be able to have transparent and frequent cost-of-care conversations. Patients noted that although providers should be prepared to initiate these conversations, patients should have more agency to initiate these conversations. The intervention implemented via the promotora program and in the pediatric community clinics seemed to facilitate this. The observed possible benefit was less clear in the family community health clinic. Providers felt that knowing out-of-pocket costs to patients, especially when recommending care outside of the developed network, is essential to moving transparent cost-of-care conversations forward. Such price transparency exists for medication prescriptions through the current product GoodRx (www.goodrx.com), which is utilized by safety-net health care settings, and a similar product for other health care services is desired. This echoes the existing literature (11, 13, 15, 20, 21) . Consideration should be given to developing tools that help prompt providers to consider incidental, competing, and out-ofpocket costs (especially if they are not serving these populations frequently), and to do so efficiently through integrated and effective tools.
Our study had several limitations. First, this was an exploratory study with no control and a smaller sample size owing to the infrastructure needed to develop 3 independent community interventions. As such, it is impossible to conclusively attribute changes in the data to one intervention, and generalizability may be limited to settings similar to the study partner organizations. However, changes were reported and new types of conversations around cost of care happened after the intervention. Second, the quantitative study could not be implemented in the community setting, limiting the strength of conclusions for the community organization. Despite this, the findings from those focus groups were resounding, which spoke to the intervention that probably had the greatest success translating into the community setting. In the future, a separately designed survey, cocreated with community partners, would be a more appropriate quantitative measure. Third, the costof-care conversations in this study were measured through self-report of patients and providers. Although the mixed-method nature of this report had methodological strength, a more objective measure would have been directly observed conversations. Finally, a postintervention focus group was unable to be completed with the general community clinic because of challenges with recruitment. A key factor that affected this was that the clinic had unpredicted limited capacity owing to recent staffing changes. Future interventions should acknowledge that it is common for these changes to occur in safety-net clinic settings, and the funding structure should ensure that there is adequate time to address these elements of project implementation.
Cost-of-care conversations happen frequently in the primary care and community settings that we studied. Community-designed messaging may be one effective tool for promoting and improving these conversations. Future community-designed interventions should ensure that end-users of the intervention help design the intervention to optimize impact. Future interventions, study, and policy changes should facilitate transparent cost-ofcare conversations, including consideration of incidental and competing costs, and support development of practical price transparency tools.
